Editorial: The Continual Improvement of Health Care It was John Dewey who drew our attention to the importance of linking theory to practice so that we might learn. Absent the theory, practice can only be repeated. Because the setting is different, repeating the practice in another setting will fail or real learning will be limited. Sharing theory without practice may transmit information, but only limited learning will occur. Learning is facilitated when theory and practice are linked.
This issue of the American Journal of Medical Quality seeks to advance learning about the continual improvement of health care. Some would prefer that we focus on Total Quality Management in health care, others Continuous Quality Improvement of health care, Quality Improvement and health care, or moving from Quality Assurance to Quality Improvement/Continuous Quality Improvement/Total Quality Management in health care. We are ill advised to think of the continual improvement of health care as a program or a philosophy. The continual improvement of health care has always been and will likely remain an obligation of professionals and leaders of health care systems for the foreseeable future.
If we have always had the obligation to continually improve health care, is anything new? I think the answer is yes. What is new for me is a framework or a theory for thinking about the continual improvement of health care. It is within that framework or theory that we can begin to understand and link some of the practices described in the articles in this issue.
A framework that has helped me think about the continual improvement of health care is shown in Table 1 . From this picture, it can be readily seen that there is an underlying knowledge that is an important part of the continual improvement of health care. This underlying knowledge consists of the traditional professional knowledge of subject, discipline, and values that has been at the heart of professional education for decades. In addition, W. Edwards Deming (1, 2) has suggested a system of knowledge that I will call &dquo;improvement knowledge&dquo; consisting of knowledge of system, variation, psychology, and theory of knowledge. This &dquo;meta&dquo;-knowledge system is for the purpose of improving the application of professional knowledge. The relation of these systems of knowledge to improvement can be envisioned in Fig. 1 .
Policy for leadership is the second major ingredient. It consists of the formal intentions of the organization to become a learning environment for work. Such policy includes a clear purpose or mission, a clear view of what quality means, and an explicit understanding of the desired behaviors of managers necessary to foster this learning environment for work. Senge (3) and others (4) (5) (6) have written extensively about the creation and leadership of such a learning environment for work. This type of work environment is necessary to foster the accumulation of new knowledge-the knowledge we need to be able to make improvements we have not yet been able to make.
The third ingredient is tools and methods. There are hundreds of tools and methods that will facilitate the application of this knowledge to the daily work of health care professionals. I find it convenient to group them in four major categories shown in Table  2 . Several authors describe them in greater detail (7) (8) (9) (10) . It has been helpful for me to focus on some of the tools and methods in each of the categories or groups rather than to try to become a &dquo;tool junkie&dquo; and master all the known tools.
Lastly, the knowledge, the environment, and the tools are to little avail if there is not a systematic approach to applying them to daily patient care. Several models for applying Table 1 The Continual Improvement of Health Care * FOCUS-PDCA; PDCA worksheet questions: (1 ) What are we trying to accomplish? (2) How will we know that a change is an improvement? (3) What changes can we make that we predict will lead to improvement? (4) How shall we PLAN the pilot? (5) What are we learning as we DO the pilot? (6) As we CHECK and study what happened, what have we learned? (7) As we ACT to hold the gains or abandon our pilot efforts, what needs to be done? (8) Looking back over the whole pilot, what have we learned? Fig. 1 . Underlying Knowledge. this knowledge exist (11) (12) (13) (14) . My current preferred model is built on eight questions and adapted from Moen and Nolan (14):
1. What are we trying to accomplish? 2. How will we know that a change is an improvement? 3. What changes can we make that we predict will lead to improvement? (15) . As we seek to understand and learn about the continual improvement of health care today, we would do well to recall the ancient Sufi story of the blind persons and the elephant. Some say that continual improvement of health care means philosophy, some say that continual improvement of health care means policy for organizational operations, others would say that continual improvement is a set of tools and methods, and others would say that continual improvement is systematic process improvement techniques. I would suggest that it is all of those and their integration. Table 2 Tools and Methods (partial list)
With that as the beginning of a theory framework, how shall we learn from the experiences reported herein? Link them. Ask yourself what portion of theory the authors are trying to test/refute. It seems that it is time to begin to focus on clarifying the theory as well as the practice of health care so that we are in a position to accelerate our learning about its continual improvement. 
